Background: Estimative demonstrate about 6% of the 20 million people needing palliative care at the end of their life are less than 15 years old. Despite of that, researchers reported several areas of parent dissatisfaction with care including confusing, inadequate, or uncaring communications with clinicians regarding treatment or prognosis of the child's end of life.
It is known that palliative sedation (PS) is frequently used in end-of-life care: the incidence estimates of the use of sedatives prior to death range from 15% up to more than 60% of patients [1] [2] [3] [4] [5] , and although it is used in all settings where patients die, its use occurs often in hospitals and for patients with cancer [6] [7] [8] [9] [10] , once these patients usually suffer from dyspnea, pain and terminal restlessness [1, 2, 5, 11, 12] .
About 6% of the 20 million people needing palliative care at the end of their life are under 15 years old [13] . Despite the narrow definition for children is from 1 to 9 years of age, in this paper the term children is used in a larger sense to comprise neonates, infants and often adolescents.
Besides of being a process only used, nowadays, following previous made guidelines [14] , there is still a difficult to establish how, when and by whom a symptom is defined as refractory, as symptom that advocates the use of palliative sedation, especially in case of children, in which there are difficulties in communication and in giving them due autonomy, leaving only to the family the discussions of the processes [15] .
In many studies reviewed, parental perspective was taken into account for decision making [16, 17, 18] focusing on certainty that the child cannot be cured, perception of suffering and the child quality of life [15] . However, parents and physicians did not always agree on the way decisions for children with cancer were made and parents were often involved only after the physicians had made their decisions [19] . Pousset et al. [20] showed that, although parents consented to continuous and deep sedation in most cases (77.8%) and requested sedation in 16.7% of them, in 16.7% of the cases, there was no request or consent from the parents. However, two third of the relatives think that they were responsible for the decision of doing the palliative sedation in University Hospitals of Geneva [21] and a series of interviews with relatives of patients showed that most of them liked their direct decision to begin the palliative sedation [22] , instead of the care group.
Despite of this, the decision making in adolescents is more complex because they are able to understand and take part in the process, while at the same time they may have strong feelings about continued treatment [23] . A study made with children in end-of-life (EOL) showed that patients were often involved in EOL decisions when they were 12 or more years old. [20] A Boston study showed that among decisionmaking factors, parents rated the quality of life, likelihood of improvement, and pain as most important. [ Giving clear information about what to expect in the end-of-life period, communicating bad news in a sensitive and caring manner, communicating directly with the child, when appropriate, and preparing the parent for the circumstances likely to arise near the time of the child's death were associated with higher parental ratings of physician care. [47, 48] About 90% of the families that have a relative passing through a situation that needs palliative sedation think that the PS was necessary to relieve the suffering of the patient [21] . Moreover, the option for the palliative sedation is chosen not only to relieve the patient's pain, but also to relief the family suffering [22] , once the palliative sedation can emotionally affect the family of the patient in palliative care [49] . Relatives must handle both their own sorrow and that of the dying person, in addition to solving a multitude of practical problems. [50] It was hypothesized that parent's cultural differences can lead to higher or lower levels of anxiety, which can affect the whole treatment; when there is much anxiety, the pain treatment can fail because the parents can not comfort their children sufficiently. [51] During the start of continuous palliative sedation, despite the dying family member suffering less than before, the relatives may be confronted with thoughts and feelings about the decision for continuous palliative sedation, and questions and concerns about it will be expressed [49] . Relatives usually express a various of bad feelings caused, in general, by reasons linked to the process of the sedation, like being awake for several days, the inability to interact with the patient, a longer duration of the sedation and concerns about a possibly hastened death and difficulties with information [52] , and, as a part of "anticipatory grief", families of children with complex chronic conditions or lifethreatening illness may have already thought about the child's funeral and plans before the death. [37] Health care to the patient stops with the patient's death, but the suffering of the family and other loved ones goes on and so should bereavement care [49] . Psychologic and physical distress, reported as depression, feelings of grief, guilt, or anxiety, insomnia, headaches, and musculoskeletal pain, are common among parents and siblings after the death of a child. [43] In case of children and adolescents, the death of a sibling is more severe because it occurs when they are "forming their view of the world and their own identity." Emotional responses may include sadness, fear, anger, rejection, pain, grief, confusion, guilt about being alive, jealous of the deceased getting the parents' attention and loneliness as well as more complicated feelings. [37, 53] Such situations should be anticipated and parents should be encouraged to deal sensitively with these concerns [49] .
For the parents, in other hand, the memory of the symptomatology of the dying child may linger for a long time in their memory and can drastically affect the bereavement process. [54, 55] Also, the child's death is one of the most intense and painful events that a parent can experience, and parental grief is more intense and longer lasting than other types of grief and is associated with increased risk of psychological and physical illness. [37, [56] [57] [58] [59] [60] [61] However, there are studies documenting that, af-ter death, parents have found meaning and solace in the opportunity to donate their children's organs. [62] [63] [64] When children die, their parents and siblings may require extensive counseling [23, 65] . To support the family of the dying or dead child, the palliative care or other support group must take place, like community religious figures and important members of their support system. [66] Some authors emphasize the benefits of the meeting among care staff and the parents, perhaps affecting their own emotional health for years to come [23, 67] , once the clinicians, usually previously unknown to the family, were quickly drawn into the family's inner circle of support and nurses were considered more involved during the death process than other family members or friends.24 This meeting would give the health care team an opportunity to answer questions (especially if there was an autopsy), check on the parents' or family's well-being, and give the parents or family members an opportunity to say a final goodbye to their favorite caregivers. [23] Although there are gender differences in grieving [30, 68, 69], parental grieving evolves over time, and sharing emotional burdens with others throughout the grieving process is extremely helpful in their integration of their grief experience. [37, 70] . Also, helping parents to know that they may grieve differently from each other may help to diminish misunderstandings or reduce additional feelings of distress. [30] In order to end the existing difficult to locate measures that are suitable for use within palliative care settings, Hudson & Hayman-White [71] details some topics that can assess the psychosocial characteristics of family caregivers: competence, mastery, self-efficacy, burden, optimism, preparedness, social support, rewards, and mutuality, illustrating that most of the measures analyzed can compound the base of a test that examines the family caregiver experience and test supportive interventions. Therefore, it is necessary to adopt several measures that could avoid some of the negative consequences of the Palliative Sedation to the relatives of the young patient. Among these measures, there is the necessity to fortify the supportive and care team, in order to diminish guilty and grieve feelings, and to provide courses to the care team that can develop the communication process among them and the family. 
